Introduction
At diagnosis the majority of carcinomas affecti~g the lower third of the oesophagus and the cardia are beyond the hope of surgical cure, the tumour having extended outside the lumen of the gullet. In most cases because of advanced disease, age or concomitant medical problems all that can~e offe~ed is palliative treatment to alleviate the dls~ressmg symptom of dysphagia. This can be accomphshed~y palliative resection, bypass or insertion of~prosthetic oesophageal tube. This analyses the experlen~e of one consultant surgeon with oesophageal intubation over an 8-year period.
Patients and methods .
For insertion of the Celestin tube general anaesthes~a was used in all cases because of its advantage m giving good analgesia and of protecting th~airway. Once anaesthetized, the patient was placed m the left lateral position, and the flexible endo~cope passed down to the stricture. Image intensificatIOn was.then used to identify the level of the upper margm of the stricture and a metal artery clip attached to the patient's gown so that, once the endoscop~was removed the position of the upper end of the stricture could be quickly and reliably found.
. The stricture was dilated to the largest SIZe of the Celestin dilator (Medoc, Gloucester), having first passed a guide-wire through the stricture. under X-ray control. An appropriate length Celestm tube was then mounted with a pusher over the endoscope which was re-introduced, on this occasion through the dilated malignant stricture and into the stomach. The prosthetic tube was then pushed down~v.er~he endoscope into the stricture. The correct positioning of the tube was confirmed not only by feel (not always reliable) but by comparing the tube's position. with the artery clip previously attached to the patient.
Using continuous imaging the pusher was then removed from the Celestin tube and the endoscope from the tube and the patient. For both of these manoeuvres the external artery clip is essential as both movements may drag the tube proximally. A 'jiggling' to and fro movement of the endoscope often Correspondence to Mr J Beynon, Wrexham Maelor Hospital, Wrexham, Clwyd LL3 7TD facilitated smoother removal, allowing the tube to remain static. A chest X-ray a few hours postoperatively was used to confirm satisfactory position without perforation.
Postoperatively the patients were given fluids after 6 hours provided the chest X.ray showed no signs of perforation and a satisfactory tube position.
Forty patients (24 men and 16 women) were treated between 1980 and 1989. Their ages ranged from 35 to 90 years (median 77). They were judged to be unsuitable for open surgical treatment because of age, infirmity or advanced disease.
In all cases dysphagia to solids and/or liquids was the presenting symptom and diagnosis was confirmed by fibreoptic endoscopy. Barium swallow and meal examinations were performed prior to referral in 15 cases and were all diagnostic. Contrast studies were not routinely performed as it was felt they added little to endoscopic examination by an experienced endoscopist. Twenty-five tumours were adenocarcinomas and 15 squamous cell carcinomas.
Results
In 38 cases (95%) the patients were able to swallow solid or semi-solid diet and were subsequently discharged home. Endoscopic intubation under fluoroscopic control was successful at the first attempt in all but three cases. In these one failed intubation proved successful on the second attempt and in the other two an oesophageal tear occurred subsequent to preliminary dilatations. In one of these latter cases as the tube would not easily pass endoscopically it was placed at an immediate laparotomy; in the other it was placed endoscopically. There were no subsequent complications in either case.
There were two deaths in hospital following the procedure, one patient complaining of anterior chest pain though there were no clinical or radiological signs of oesophageal perforation, the other dying of rapidly progressive disease. Other complications included, persisting feeling of dysphagia (4), perforation (2), chest infection (2), blocked tube (2), reflux oesophagitis (1), displacement (2) .
The median length of stay was 8 days (range 2-45). All patients were subsequently discharged to their general practitioner's care and only reviewed for tube complications when they arose or for terminal care.
Discussion
Oesophageal intubation of malignant strictures has been used for many years. Leroy d'Etiolles first used tubes of decalcified ivory in the mid-19th century", The first success in this country has been attributed to Sir Charters Symonds in 1885 2 , but the technique 0141-0768/91/ 080479-021$02.00/0 © 1991
The Royal Society of Medicine was popularized by Sir Henry Souttar in 1924, inserting his coiled metallic tubes under direct vision with a special introducer'',
The advent of modern materials resulted in a tube made of plastic which was again inserted under direct vision using a pushing techniques>. The introduction of tubes using flexible endoscopes was preceded for many years by introduction using rigid oesophagoscopes. This technique is still used in some centres'". Angorn and Hegarty reported their experience using the Procter-Livingstone tube in 652 patients. There was a failure rate of 2.6% and complication rate of 9.0% with an overall mortality of 16.0%.
Mousseau and Barbin introduced the pull through technique with the tube placed at the time of a laparotomy via a gastrotomy" and Celestin introduced his tube using the same technique in 1954 1 • This type of introduction has been used extensively for the palliation of malignant dysphagia 6 • 9 -12 • Endoscopic insertion of oesophageal tubes was first introduced by Celestin"; though was first reported in the British literature by Atkinson et al. in 1977 14 ,15 . In this first report 13 patients had been treated of which 12 had a successful outcome, with one tube related death. This was followed by further reports from the same group with most recently Atkinson reporting their experience with 313 patients I6 -19 . Intubation was successful in 302 with 263 (84%)leaving hospital with adequate swallowing. Intubation was unsuccessful in 11 patients and 39 died in hospital within a month of their progressive disease. In their experience 25% of patients require servicing of their tube usually for one of three factors: food blockage, tube displacement and overgrowth of the tube at the upper or lower extremities by extending tumour. The average survival of these patients is between 3 and 4 months with a one year survival of between 5 and 10%18.
Endoscopic insertion compares favourably with operative introduction. Watson reported his series of 130 cases in which there was a mortality of 15.6% for endoscopic intubation compared with 40.8% for operative introduction'", As far as the restoration of swallowing is concerned resection of the tumour was by far the most superior method of treatment with 90% of patients having normal swallowing restored 20 • 21 • This compared with 33.3% for endoscopic intubation and 15.4% for operative intubation.
We have found general anaesthesia to be a safe and effective way of introducing Celestin tubes and our mortality compares well with Watson's experience using sedation-", The use of an external radio-opaque marker greatly aids the exact placement of the tube. Not only can one be assured that it is introduced to exactly the right place, but removal of the endoscope from within the tube tends to drag the prosthetic tube proximally. Continuous screening during removal is most helpful in keeping the tube exactly in place.
Perforation of the oesophagus was dealt with simply by placing the prosthetic tube as normal, without mortality. The two deaths related to the advanced disease and frailty of patients. There were some mechanical problems with the tube but this only caused major difficulties in one patient.
In our experience intubation with the Celestin system has provided a relatively trouble-free means of restoring swallowing in patients regarded as relatively unfit for surgery, but recognizing that swallowing was not absolutely normal. By ensuring that all endentulous patients kept to a soft diet and that others chew their food carefully tube blockages were kept to a minimum. No patients were refused treatment and many were frail.
